MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
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SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

MEDICAL CERTIFICATION

Registration District No.

@63—026‘?01

STATE FILE NUMBER

—=LEDJUL 1 1863

1. PLACE OF DEATH

a. COUNTY St. LO'I.:I:I'_E.

2 USUAL IESIﬁENCE (Whare deceased lived.
a. STATE Mo,

If institution:

b.county St, Louis,

Residence before
admissian)

b. CITY {If outside corporate limits, give TOWNSHIP only)
1own Webster Groves, Mo,

Length of stay in 1b

. CITY

OR
1own  Webster Groves

RS

Inside Limits

Yea ] No O

¢. FULL NAME OF {if NOT in hospiral, give [ocetian)

HOSPITAL OR 97h Providence

Inside Limirs

Yes d. No [

d. STREET
ADDRESS

97L Providence

{If cutside, give location)

Raside on Farm

Yes [ No m

INSTITUTION
3. NAME OF DECEASED

Middle

May

First

Erma

(Type or print)

Last

MeCune

4, DATE Month
OF
DEATH Jume y

10,

Day Year

5. SEX 6. COLOR OR RACE

Female White

7. Married [J
WidowedJLK

Never Married [

B. DATE OF BIRTH | P- AGE (last birthday)

[IF UNDER T YEAR

1F UNDER 24 HR

Diverced O Manths

11 /11 /187

10a. USUAL OCCUPATION (Give kind of work dene

during Haiﬁéﬁﬁéih, even if retired) A.t Home

t0b. KiND OF BUSINESS OR INDUSIRY

Days Hewyrs Min.

11. BIRTHPLACE (City and stste or country). | 12. CIT

13a. FATHER'S NAME

James Black

13b. MOTHER’

Belleville, Kansa
5 MAIDEN NAME

14, NAME OF H
Stesle

ZEN OF WHAT COUNIRY

USBAND OR WIFE

Amza McCune

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

16, SOCIAL SECURITY NO.

17. INFORMANT Address

{Yes, nwa’ unknown) I (13 yuﬂvlwar or dates of serv

18. CAUSE OF DEATH (Enter only one cauye per line

MRS.VERNA ALSoP 77¢

1DENCE

PART 1. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

INTERVAL BETWEEN
ONSET AND DEATH

Ceonditions, if any,

@me

.54’457.5

which gave rise to
above caura (a),
stating the under-

lying cause last. DUE TO (¢}

DUE 70 (b} ;&.a,,u%ru{

/641004—;6_«;46,, ¥

M{/M forco f dioarac

/0 %0 1
7

0 w3 —+
o

PART I1.
disease condition given in PART | {

QTHER SIGNIFICANT conmnom/cémmaunuc TO DEATH but noet related to the terminal

PART |11, If

deceased wam
there a pregnancy in last 90 days.

female was

l 3 Yes I Eﬁﬂ“ I O Unknown

9. WAS AUTOPSY
PERFORMED?
YES[] NOW

20a. ACCIDENT  SUICIDE  HOMICIDE
] O O

20b. DESCRIBE HOW INJURY OCCURRED. {(Enter natwre of

njury in PART | or PART Il of item 18.)

20c. TIME OF
INJURY

Hour
.
p-m.

Manth, Dsy, Yesr

20d. INJURY OCCURRED
WHILE AT WORK
NOT WHILE AT WORK []

20e. PLACE OF INJURY {e.q., in or about home,
farm, factory, street, office bldg., etc.)

20f. CITY, TOWN, OR LOCATION COUNTY

STATE

_‘2l. [ artended the decessed from /7 5 3

Mne 10 /743

and last saw_prg elive

Death occurred st £ O 1 /O d-/ld/k.z

her . /£ .5
7 I o% ? 2 é
/ m on the date staled above, and to the best of m: owledge, from the causes stated.

2@% Deg% :}a)

22b. ADDRESS

IS Cos-

22¢. DATE SIGNED

6-17~63

23a. BURIAL, CREMATION- | 23b. DATE
REMOVAL {Specify)
f=11-£13

“ADDRESS

24. FUNERAL DIRECTOR

Albert H.

23c. NAME OF CEMETERY OR CREMATORY

Hoppe Inc., 4700 Washington,

23d. LOCATION (City, town, or county

atar

) {State)

TE BY LOCAL REG. EG)STRAR" IGNATURE

Ivde p-#/- 6T

ﬁkow/y

{Licensed Embalmer’s Statement on Reversa Side)




- STATEMENT. B8Y LICENSED. EMBALMER

| hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalme

or by : . . Student Embalmer No..

working under my personal supervision,

. S 8
Student : Signed 97-::.— w UJM

Signsture of Student Embalrmer
Licensed Embalmer No 3.5 7}

P. O, Address_, /f/ ﬁu‘.—_‘—:??ao

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure 1o comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OQWN handwriting.

I this bod\{ is not embalmed, fact should be so stated above.

L




